THE DIVISION OF HEALTH QOF MISSOURI

No, 300 100
wawr|  FALEDOCT 26 '950  STANDARD CERTIFICATE OF DEATH State File Ho. A 3D DA 4D
BIRTH NO. REG. DiIST. NO. 311 PRIMARY REG. DIST. NO. L; 0 é é Regitirar's No, usg_‘l(,«{{_ S
ro 3 W——___T__ 2. USUAL RESIDENCE (Whare deosased lived. 1f ingtitution: residonce before
’ |8 COUNTY g i )j/ f ) 2. STATE b. COUNTY /' f adinieniont.
b cmr . LENGTH O . CITY .
R (If oataide eur’puratu llmi.u writs RURAL nnd‘::v;.up) gTALYE(hthhgh:) [ on 4+ wvddo.mh Umits, write RURAL and give townahip) 4 ? /j
@ TOWN | l TOWN Kirkwood .
d. FULL NAME OF (If ot in boapital or Institutin, give sireat address or location) l d. STREET (It eural, xive losation)
HOSPITAL OR ADDRESS
4 INSTITUTION  TOL6 N. Clay Ave, TOoL6 N. Clay Ave,
3. NAME OF I . (M1dal  (Last
g DECEASED Uit tta b ( ® Rol ;1 (Last) . l 4 DATE (Month)  (Day)  (Year)
{Twpe or Print) : olp DEATR  Oct Tk, I950
5. SEX 6. COLOR OR RACE | 7. MARRIED. gf‘\;rggcrgsnameo 8. DATE OF BIRTH 8. AGE da Tean| ¥ x| T | @ e w e
! . (Bpacity) birthday Days | Hours | Min.
Female | | White Fidowed e |Apre IL, 1873 71 f |
10a. USUAL OCCUPATION tGivekind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btata or forelgn somatry) 12, CITIZEN OF WHAT
done during st of working life, even If ratired) DUSTRY . . COUNTRY?
Housewife at Home Ste Louis Mo. ()
n::ia._ FATHER' 5 NAME I3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Thomas Roberts Sarah Blaylock { John Rolph
3. WAS DECEASED EVER IN U.5. ARMED FORCEST | 16. SOCIAL SECURITY |17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea, 00, 0t guknown) | (If yes, £ive war or dates of servies) NO, '
no none Mable Doyle IOL6 N Clay Ave
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. ONSET AND DEATH

| Enter anly onecauseper | 1. DISEASE OR CONDITION

line for (a), (b), and {c) DIRECTLY LEADING TO DEATH® ()

*This does not mean | ANTECEDENT CAUSES

the mode of dying, tuch | Morbid conditions, if any, givﬁw DUE TO (b)
o Beart faflure, asthenia, | rise o the above cause (o) stat

de. It means the dip. | he underlying couse lant. ’ T
ease, infury, or complico- DUE TO (¢) L \—,&\A— v
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS' . .

related Lo the disease or condition wuﬂnq deald.

19a. DATE OF OPERA- | 195, MAJOR FINDINGS OF OPERATION - ' 2. AUTOPSY?
TION /50 ¥

A ves [ wo

21a. ACCIDENT r—y 21b. PLACEOF INJURY (es., incrabost | 216, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE - bome, farm, factory, strest, offtos bldx., et
HOMICIDE )
21d. TIME - (Moats). (Day), (Year) (Hour) 2le. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?

wuu.n'r NOT WHILE
INJURY . m. WORK AT WORK A

2. I hereby tertify thay 1.attended the deceased from IM lo M 1932, that I last sawo the deceased
alive M{I.LZ&._ 18070, and that death pe _Z;.Ee : m., from the causes and on the date stated above.

2. SIGNATURE o or tigley DDRESS . . DATESIGNED

T awuj‘f')@ 253% ) Koo |22

WRITE PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT

) %‘15 BURJAL CRE - 1.24b, . DATE J2Ac. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, towr, of county) . (Statey
Burial 7%sP0ct. 17, 19 Cedar Hill L ‘Salem - Moe
DATE REC'D BY %L REGISTRAR'S SIGNATURE yzs,.«r ERAL DIRECTAR' 8 81 GNATURE ADDRESS
- A s
\/0~ /6-SD @Q/ , - @Mo& .27 &

(Licensed Embaimer's Ststement of Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that_the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by __..

working under my persona! supervision, 00 _gtudent tadalmer No..... srraRReaRLeeromere.

31 doseae sEaseesatavrrresareenanans PR - . .
vane Student Embalmer i Licensed %‘r N
[.f s P. 0. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w
the above constitutes grounds for revocation of license,) s

I this body is not eémbalmed, fact should be so stated sbove. ' -



